order). Measures of personality organisation such as Kernberg's (1981) structural inter view for borderline personality organisation and the Personality Functioning Scale (Lingiardi et a!, 1994) may have advantages in this respect over descriptive diagnostic methods.
This study aims to assess changes in core personality-disorder features one year after treatment in a group of patients with SPD referred for specialist in-patient psycho therapy in a democratic therapeutic com munity. Comparison is made between those admitted and those not admitted for treat ment. One-third of the subjects were not admitted because funding for their treat ment was refused by their local purchasing authority; this subgroup form a superior comparison sample.
METHOD

Setting
The study was conducted at Henderson Hospital, a national specialist (tertiary level) in-patient unit for SPD which employs a democratic therapeutic community ap proach Uones, 1952). Therapy within the unit occurs in the formal daily programme of group meetings and more informally through sociotherapy deriving from the social milieu. The term â€˜¿ therapeutic com munity' denotes a move away from an authoritarian to a more collaborative style of staff behaviour, including more active participation of patients in their own treat ment and that of their peers. Responsibility for the day-to-day running of the thera peutic community is shared among patients and staff. This collaborative and democratic style, whereby the community itself is invested with an important decision-making function, forms a cornerstone of therapy (Norton, 1992) . The unit has 29 beds, and male and female residents can stay for a maximum of one year. Treatment is volun tary, no psychotropic medication is used and all treatment is in a group setting. The clinical approach and therapy programme
In spite of increasing interest in severe personality disorder (SPD), it is clear from recent government reports and literature reviews that knowledge of effective treat ments for SPD is rudimentary (Dolan & Coid, 1993; Reed, 1994) . Although SPD patients are notoriously difficult to engage in research studies, part of the lack of evidence of treatment efficacy stems from the researchers themselves, not simply from their subjects. The design of most outcome studies is inadequate, hence they yield little convincing evidence that personality disorder either can, or cannot, be treated effectively (Dolan & Coid, 1993) . One result is a prevailing mood of therapeutic pessimism, rather than healthy scepticism, about the treatability of personality disorder. The accurate assessment of change in SPD is hampered by the use of only indirect measures of the core psychopathology and by the failure to link outcome measures to the treatment focus. Many outcome studies fail to assess the impact of treatment on aspects intrinsic to the personality disorder pathology itself, separately from those which are only associated or indirect phe nomena. Indeed, there is a range of features associated with personality disorder, changes in which are erroneously equated with change in the personality disorder itself, such as reduction in axis 1 diagnosis symptomatology, or behavioural features such as criminal activity, self-mutilation or suicidality. Other common methodological imperfections include small sample sizes and uncontrolled study designs with short post treatment follow-up (see Norton & Dolan, 1995, for a review of these issues). It is appropriate to evaluate those parameters associated with SPD which are considered desirable outcomes in personality disordered patients, and understandable that research will favour the most easily measur able aspects. Total reliance upon such proxy measures of change may reflect the fact that instruments for measuring the phenomen ology of personality disorders (whether Background Theviewthat severe personality disorder (SPD)isuntreatable derivesfrom poor-quality studiesof treat mentoutcome which useindirect measures of SPD pathology.This study evaluates the impact ofpsychotherapeutic in-patient treatment on core personality disorder symptoms.
Method 137SPDpatientscompleted
the Borderline Syndrome Index (BSl) on referral and one year post-treatment Conclusions Specialist in-patient treatment iseffective in reducingcore SPD psychopathology.
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Change in borderline symptoms one year after therapeutic community treatment for severe personality disorder BRIDGET DOLAN, FIONA WARREN and KINGSLEY NORTON with reference to a normal population (Jacobson et a!, 1984) . First, false positive scores must be excluded by looking at how reliable the change is. Re!iable change is that which exceeds 1.96 x the standard error of measurement, which would be expected in only 5% of subjects if change is due to unreliability of measurement alone@. Even where change is reliable it may not mean that the patient is functioning as well as a non-patient. To demonstrate c!inica!ly sig nificant change, the subject requires to have a pre-admission score which makes it more likely that she/he is a member of the admission patient sample and a follow-up score more likely to belong to that of the normal population3.
Such methods of analysing data have previously been used to evaluate a range of therapies including dynamic psychotherapy (Aveine, 1995), exposure-based interven tion for agoraphobia (Jacobson et a!, 1988) and behavioural marital therapy (Jacobson & Follette, 1985) .
RESULTS
Personality disorder psychopathology
In line with previous studies of this group of clients, subjects showed substantial person ality disorder pathology as measured by the PDQâ€"R (Dolan et a!, 1995) . On average, subjects met or exceeded PDQâ€"Rcut-off points for seven of the 11 DSMâ€"IIIâ€"R personality disorder categories, with border line and paranoid personality disorder being most prevalent (both 80%). There was no difference between admitted and non admitted samples in terms of prevalence of individual PDQâ€"R diagnoses, overall num ber of â€˜¿ diagnoses', or level of impairment and distress, as measured by the PDQâ€"R(see Table 1 ).
Relationship of BSI score to personality disorder diagnoses
The presence of multiple personality dis order subtype diagnoses made testing the association of BSI scores with individual are described in greater detail elsewhere (Rapoport, 1960; Dolan, 1996) .
Procedure
Consecutive referrals were mailed a self report questionnaire pack on referral. A second follow-up pack was sent one year after referral to those who were not ad mitted, or one year after discharge to those who were. Up to three repeated mailings were used, to maximise response rate.
Participants and response rates
The sample group consisted of all referrals to the hospital between September 1990 and November 1994. Of the 598 referrals, 380 (63.5%) returned completed baseline forms: 176 (77%) of the 228 admitted patients and 204 (55%) of the 370 non-admitted refer rals. At one-year follow-up, 80 referrals could not be traced through their original address; 159 participants returned corn pleted forms, representing 42% of the base line sample of 380 (54.4% of the admitted and 53.2% of non-admitted group con tacted). In total, 137 participants completed both a baseline and a follow-up question naire, and these formed the final study sample. Of these, 70 had been admitted for treatment and 67 were not admitted. Of the non-admitted sample, 18 (26.9%) were refused admission by the hospital on clinical grounds, 27 (40.3%) did not attend assess ment or admission appointments and 22 (32.8%) had funding of their treatment refused by their local District Health Authority'.
Instruments
BorderlineSyndrome Index(BSI)
The BSI is a 52-item forced-choice measure designed to assess borderline psychopathol ogy associated with both borderline person ality disorder and borderline personality organisation (Conte et a!, 1980). Scale items not only relate to psychiatric symptoms, but also concern interpersonal and intrapersonal issues (e.g. â€oe¿ I am afraid to form close personal relationshipsâ€•); some address im pulsive and self-damaging aspects of border line phenomena (e.g. â€oe¿ I want to hurt myselfâ€•;
I. Sincecreation ofthe internal market within the UK National Health Service in 1991,it has been necessary to havefundingfor tertiary-leveltreatmentsagreedby the patient'slocal District Health Authority. Suchfunding isnot uncommonly refusedfor personality-disordered patients (seeDolanetal, 992).
â€oe¿ I am bothered by murderous ideasâ€•);and others cover areas which are specifically addressed in therapeutic community treat ment (e.g. â€oe¿ It scares me to take responsibility for anyoneâ€•;â€oe¿ I never feel as if I belongâ€•). Good internal reliability of the BSI (alpha-coefficient 0.97) was found in an earlier study in the same unit (Dolan et a!, 1992) . Three-year testâ€"retest reliability of 0.57 was reported by Fine & Sansone (1990) , albeit from a small clinical sample. The BSI shows fair agreement with the clinical diagnosis of borderline personality disorder (DSM) (ic=0.53, Conte et a!, 1980; ic=0.47, Lewis & Harder, 1991) . Lower kappa values were reported against the PAS derived borderline personality disorder cate gory (Marlowe et a!, 1996) .
Personality DiagnosticQuestionnaire (PDQâ€"R)
The PDQâ€"R (Hyler & Reider, 1987 ) is a 152-item self-report measure assessing the presence of criteria for the 11 subtypes of DSMâ€"HIâ€"R personality disorder. The PDQ R also contains an â€˜¿ impairment distress' scale consisting of five items measuring disturbance in psychological, social and occupational functioning (in line with the GAF assessment of DSMâ€"fflâ€"R). The PDQ has respectable testâ€"retestreliability (mean ic=0.58) and compares favourably with the interrater reliability for both clinical inter view and semi-structured interview (Hurt et a!, 1984) . Median internal reliability of the personality disorder scales is reported as 0.69 (range 0.56â€"0.84).
Analyses
Pre-admission questionnaire data showed an alpha value of 0.92 for the BSI, indicating high internal reliability. To account for non normal distribution, the statistical signifi cance of group mean change from admission to follow-up was calculated with Mann Whitney U-tests; 95 % confidence intervals for the differences in means are also reported.
However, such group mean calculations provide no information about the effects of therapy for individual subjects. It is more important clinically to know whether in dividuals improve enough to resemble members of the general population, and the statistical â€˜¿ significance' test imposes a criterion which may have little relevance to the clinician in this respect. An alternative method of analysing data allows evaluation of the clinical relevance of change in subjects 
Mean changes in BSI score
There was no significant difference between the mean baseline BSI scores of the admitted and non-admitted groups. At follow-up, all groups showed some decrease in average symptom scores over time (see Table 2 ). However, a Mannâ€"WhitneyU-test revealed a significantly greater reduction in symp toms in the admitted sample than in the non admitted groups (P@cz0.0013).
The findings of this study complement earlier work from Henderson Hospital, which has shown that admission to this specialist therapeutic community signifi cantly reduces rates of subsequent re admission to hospital and re-conviction over a five-year follow-up period (Copas et a!, 1984) , resulting in considerable future cost-offset (Dolan et a!, 1996) . However, although positive psychological changes during therapeutic community treatment have been shown (Norris, 1983) no previous studies from the Unit have directly ad dressed outcome in terms of core personality disorder features, as opposed to psychologi cal and behavioural manifestations of SPD.
Non-funded comparison sample
This is one of the first prospective studies of change in core features of personality dis order after in-patient treatment to include an adequate comparison sample. Although previously, positive comparisons have been shown between those treated at Henderson Hospital and non-admitted subjects (Copas et a!, 1984) , or subjects admitted to other units (Norris, 1983) , such comparisons do not represent adequate control samples since the factors leadings to non-admission or admission elsewhere may also be pertinent to outcome. The unfunded sample in the current study thus presents a superior comparison group, although still not a matched control sample. There are both practical and ethical difficulties in withholding a scarce treatment resource from patients in need of it, and this has previously precluded collection of ran domly controlled research samples in our unit. However, the structural and procedural changes in the National Health Service since 1991 provided the opportunity to collect more adequate (although still imperfect) control/comparison samples. Refusal to grant funding for tertiary treatment in the unit has been shown to be made on financial rather than clinical grounds. Previously no differences were found in clinical and psy chological features between those referrals whose funding was agreed and those whose funding was refused (Dolan eta!, 1994) . Such refusal of treatment funding, although clii cally abhorrent, has proved advantageous to the research programme in generating a more representative comparison sample than pre viously deemed ethically possible.
It is therefore noteworthy that the unfunded subsample in the present study showed the smallest overall reduction in group mean score, and fewer of this group showed reliable improvements when com pared with the admitted sample and the other two non-admitted groups (â€˜non selected' and â€˜¿ cancelled' referrals).
Length of stay
As in previous studies from the Unit, length of stay in treatment was influential in that it was positively correlated with improve ments in borderline psychopathology on follow-up. Those who showed clinically significant change had, on average, stayed nine months in therapy. Previous studies have shown a correlation between less use of services after discharge (at five-year follow up) and increased length of stay (Copas et a!, 1984) .
Methodological limitations
The use of self-reporting has meant that the study has methodological limitations. The follow-up response rate is greater than might be expected in a postal survey of personality-disordered individuals, since the use of three mailings substantially enhanced the return rate. However, although the follow-up response rates for those whose addresses were known were similar for both the admitted and non-admitted samples (54.4 V. 53.2%), the extent to which the results can be generalised may be ques tioned. The follow-up interval differed between samples, since the non-admitted group were re-tested one year after referral while the admitted group were re-tested one year after their discharge from treatment. Although the non-admitted sample did show some improvements in their borderline symptoms, many non-admitted referrals will have received some non-specialist treatment in their local services in the intervening year which could not be controlled for.
The BSI, as used in this study, is a measure of change in a range of borderline personality characteristics, and does not equate to a clinical diagnosis of borderline personality disorder. However, the signifi cant correlation of the BSI with initial severity of personality disorder (as measured by the PDQâ€"R)and the positive association of BSI change scores with length of stay in treatment provide some support for the sensitivity of the BSI as a measure of change.
It remains a possibility that the changes in BSI score identified in our sample are related to changes in axis I disorder, particularly given that patients may be referred for specialist treatment at a time
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Reliability and clinical significance of changes
The analysis of the reliability and clinical significance of the changes in individual subjects (as described above) showed that 61% of the admitted group had improved reliably, compared with 37% of the total non-admitted group and 23% of the un funded group (see Table 3 ). The magnitude of this change was also clinically significant in 43% of the admitted sample, compared with only 18% of the non-admitted sample and 18% of the unfunded group. This difference in proportions was significant, at P=:0.001S (admitted v. non-admitted) and P=0.036 (admitted v. non-funded). In addi tion, 6% of the non-admitted sample were now functioning at a reliably worse level, compared with only 3% of the admitted group, although this difference in propor tions was not significant.
Relationship ofoutcome to length of stay in treatment
The admitted group stayed for an average of seven months (range 1â€"52 weeks). The change in BSI score was found to be significantly positively correlated with length of stay in treatment (r=0.42; P< 0.001). There was also a significant difference between the length of stay of the 30 admitted patients who showed clinically significant change and those who did not (mean 35.7 weeks (s.d. 2.7) v. 21.1 weeks (s.d. 3.2) (Mannâ€"Whitney U-test P=0.0006)).
DISCUSSION
This study demonstrates considerable changes in personality disorder psycho pathology one year after discharge from specialistin-patient therapeuticcommunity treatment. This reduction was significantly greater for the treated sample than for a non-admitted group of referrals. However, the treatment goal of specialist in-patient psychotherapy (and the wishes of most referrers and patients) is not simply to show an overallgroupaveragefunctionin scale scores on a measure (as shown in statistical significance tests), but for the patient to return to normal functioning. Evaluation of the clinical relevance of the individual changes revealed that a greater proportion of the admitted than of the non-admitted group showed reliable and clinically signifi cant improvements (43% admitted v. 8% non-admitted) which were positively related to length of stay in treatment.
